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The paperdistillsthe main lessonsof recentcountryandsectorwork on
basic-needsapproachesto development.It arguesthat,drawingonthisexperience
andadoptingappropriatepolicies,thebasicneedsof theworld'spoorcanbemetin
a shorterperiodof time,andwith fewerresources-i.e.by theyear2000-thanif
the more conventionalapproachof relyingsolely on risingincomesis chosen.
Raising the earningopportunitiesof the poor remainsa centralthrust of the
strategy,but it hasto besupplementedby actionsin thepublicsectorandwithin
households.
,..
It hasbeencustomaryto constructalternativescenariosandto derivefrom
themthenumberof thepoorin theyear2000.Onthemostoptimisticassumptions
aboutgrowthin theindustrialcountries,aboutheexpansionofaid,loansandtrade,
andaboutthepriceof energy,theWorldBank'sWorldDevelopmentReport,1979
[5] estimates470millionpersons(or 13percent)as"absolutepoor". Thebase
scenarioyields600millionandthepessimistics enario710million"absolutepoor".
The optimisticscenariois basedon certainassumptionsaboutthe links
betweenincomegrowthandaccompanyingincomedistribution.Theprojections
assumethat,inlinewithobservedhistoricaltrends,75percentofincreasesin income
wouldaccrueto thetop40percentof incomerecipients.Withstrongredistributive
policies,theshareof thisgroupmightbereducedto 60percent.If theseassump-
tionsarecombinedwiththerapidgrowthof theoptimisticscenario,thefigurecan
bebroughtdownto between300and350million,or lessthan10percentof the
populationof developingcountries.If suchimprovementsin theincomesof the
poorreducefertilityrates,thiswouldlowerthenumberin absolutepovertyfur-
ther. Theconclusionof theseexercisesi that,evenonthemostoptimisticassump-
tions,absolutepovertycannotbeeliminatedbytheyear2000.
A basic-needsapproachtoeliminatingtheworstaspectsofpovertybytheyear
2000seeksto lookdeeperthantheaggregateincomefiguresandtheirdistribution
by decilesand,by morepreciselytargetedmeasures,to achievefulftlmentof basic
needsat levelsof incomeperheadbelowthoseindicatedby apovertyline,thatis
tosayinashorterperiod.
~
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housingsubsidiesguaranteethesatisfactionofbasicneedstoall. Participationi the
processis achievedthrougha massivepoliticalorganization.With thepossible
exceptionof China,inmostsocialist,centrallyplannedeconomiesthesatisfactionof
basicneedswasboughtattheexpenseofsomeeconomicgrowth(andsomepolitical
rights).Cubangrowthoverthelastfifteenyearshasbeenslow.
China'sachievementi providingadequatefood,shelter,healthcareandother
basicnecessitiesto itsentirepopulation,includingthepoorest,withinashorttime
wasachievedwithrapideconomicgrowth.An aggregateannualgrowthratebe~ween
1952and1978of 6.2percentandofincomeperheadof4percentexceedssubstan-
tiallytheaverageperformanceof developingcountries.Themostimportantaspect
of this achievementis a radicaltransformationof theinstitutionson whichpro-
ductionisbased.
Figuresfor life expectancyarenotavailable,butcrudemortalityratesof 27
per1000populationin the19308hadfallento 18perthousandin 1952and11per
thousandin 1956.Themostwell-knownaspectof China'sbasic-needseffortsisits
health-deliverys stem.In DingXian,asystemofvillageauxiliariesandparamedics,
supportedat thetop by traineddoctors,hadbroughteffectivemedicalcareto
remotevillagesatverylowcostslongbefore1949,andtheseeffortshadhadsome
impactonthepost-1949policies.Butthisandsimilarexperimentsremainedisolated
examples[4].
After therevolution,theemphasiswasfirston full politicalmobilizationfor
preventivemedicineandthecampaignagainsthefourpests:flies,mosquitoes,rats
andsparrows.Later,strikinglysuccessfulcampaignswerethosefor theelimination
of schistosomiasisandfor familyplanning.In themid-Fiftiesandlate Fifties,
emphasisshiftedto covercurativeactivities.Thebest-knowni novationsarethe1.6
millionbarefootdoctors,ruralparamedicswith3-monthto I-yearformaltraining
whocamefromandlivedandworkedwithintheproductionbrigades.ButChinais
nowturningawayfromthebarefootdoctors.
Thesuccessfulmarket-orientedcountriesareexemplifiedbyTaiw~andSouth
Korea. Theycombinea relativelyequalasset(land)andincomedistributionwith
rapid.econornicgrowth.This growthhasbeenbasedonfairlyindustrialactivities.
The primeagentin meetingbasicneedsin thesecountrieshasbeena growthof
personalincomesthatpermittedexpenditureon basic-needsgoods. The public
sectorplayedasupportingroleinprovidingvirtuallyuniversalprimary-educationand
healthservices.Butlevelsof publicexpenditurehavenotbeenconspicuouslyhigh.
Whereasin the socialisteconomiesplannedproductionwasthe drivingforcein
meetingbasicneeds,in themarket-orientedconomiesit wasincomegeneration.
For thoseinterestedin eradicatingtheworstaspectsof povertyby theyear
2000in non-socialist,low-incomesocieties,SriLankahassomeimportantlessonsto
teach.Its remarkableperformancewasinitiatedin thecolonialera. ButSriLanka
hasmadeverysubstantialprogressin therapidimprovementof manysocialindi-
catorsincethelastwar,atlevelsofincomeperheadbelow$200.Lifeexpectancyis
..
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69yearsand75percentof thepopulationis literate.A majorfactorhasbeenhigh
levelsof publicexpenditureonprimaryeducation,health,andfoodsubsidies.These
serviceshave,untilrecently,beenavailabletothewholepopulation.Thefoodration
accountedfor about20 percentof calorificintakeamongfamilieswithverylow
incomes.In 1973thesubsidiesamountedto about14percentof theincomeof
thesefamilies.A cutbackin theavailabilityof foodrationsin 1974andasharprise
in foodpriceswasaccompaniedby asharprisein thedeathrate.Theliteracyrate,
theaccesstohealthservices,andthequalityof thewatersupplyhadnotchangedin
thatyear. Thisevidenceshowstheimportanceof thefoodrationforhealth.Social
programmesandfoodsubsidiesaccountfor aboutone-halfof currentgovernment
expenditureand10percentof theGDP. Expenditureperheadamountsto about
$15p.a.buttotalpublicexpenditureisnotremarkablyhighbecauseof theverylow
expenditureondefence.
It is commonlybelievedthatSriLanka'seconomy~snotviablein thelongrun
becausethehighlevelsof expenditurecannotbesustainedandbecausethesexpen-
dituresreduceconomicgrowth.However,theprogrammeswerein factsustained,
witha respectablegrowthrate,for over20yearsfollowingthelastwar. Pooreco-
nomicmanagement,adversemovementin thetermsof tradeandpoormonsoonled
to severeproblemsin the19708.But witheconomicreformsandmoreselective
programmesfor thelowerincomegroups,it appearsthatSriLankais againableto
combinesuccessfulperformanceon basicneedswitheconomicgroWth.TheSri
Lankancaseshowstheimportance,for a mixedeconomy,of consistentandrein-
forcingeffortson thesideof supply(throughpublicsectorandproductionplan-
ning),on the sideof demand(i.e. incomegenerationandtransfer),andinstitu-
tions(especiallypublicservices)forsuccessinbasicneedstobeachieved.
ADMINISTRATIONAND MANAGEMENTOF BASIC NEEDS
Institutional,organizational,ndadministrativeproblemsareencounteredin
countriesthathavefailedto meetbasicneedsat all stagesof thepolicyprocess.
Formulationof policiesisheavilyaffectedby politicalconsiderations,withinsuffi-
cientunderstandingof the relationsamongthe administrativeandbureaucratic
structure,theeconomy,andthesociety.It is alsooftendistortedby the~xcessive
standardsimposedby the professionals,whetherengineers,doctorsor teachers.
Policy implementationsuffersfrominefficientbureaucraticprocedures,lacKof
qualifiedmanagerialstaff,lackof coordinationbetweenandamongnationaland
localunits,andpoorlymotivatedcivilservants.Policyevaluationis virtuallynon-
existent,becauseinformationis inadequateand researchand experimentation
virtuallyabsent.Basic-needsprogrammesimposespecialadministrativerequirements
(thoughthesearenotof ahighorder)becausetheyareoftensomewhatexperimen-
tal,extendingtonewareasandinvolvingdifferentprocedures.
Thereis nopanaceafor thehostof institutionalproblemsfacedbythedevel-
opingcountries.Mostof theseissuescannotbedisentangledfromtheirsocial,politi-
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ca1,andeconomicontext.In additionto managementtrainingfor basicneeds,
twochangesmaycontributeto theefficiencyof basic-needsprogrammes.Oneis to
restructureorganizationssoastomakethemfit thefunctionalrequirementsof the
programmes.In manycases,thisislikelytoinvolvedecentralization,butwithappro-
priatelinkswithhigherlevelsandnationalorganization(asin theorganizationof
healthservices,for example).If administrativeproceduresaredevelopedtoincrease
staffparticipationi decision-making,thismayincreasestaffcommitmentandalso
theresponsivenessof theprogrammetolocalneeds.
Secondly,participationby thepoor,for whomtheprojectsareorganized,
in decision-makingandservicedelivery,mayincreasetheefficiencyof basic-needs
programmes.Themajorbeneficiariesareoftenwillingtosupplylabour,materials,
andfmanceto establishtheservices.Mostbasic-needsprogrammesrequirepartici-
pationfor theirsuccess.In educationor health,thecooperationof thepublicor
patientis essentialto theeffectivenessof theprogrammes.Thesamegoesforsani-
tation,wherethechoiceof technologyis closelylinkedto the degreeof local
responsibility.Henceachievingahighdegreeof participationis farmoreimportant
in thesepr?grammesthanin moreconventionaltypesofeconomicactivity.In many
cases,theparticipationof womenis especiallyimportant.Thismayleadtosome
conflictwith traditionalorganizationalformswhicharegenerallymale-oriented.
Experimentingwithorganizationalstructuresanddecision-makingis animportant
elementin developinganeffectivebasic-needsapproach.
FINANCE
Thequestionof financeis peculiarlydifficultfor threereasons.Firstly,be-
causefor manybasic-needsprojectsrecurrentcostsarequiteheavyin relationto
capitalcosts.Thismeansthatanysystemmustallowforcontinuingfinancialsup-
port,ratherthana once-for-allcommitmentto capitalcosts.Secondly,theobvious
solutionto therecurrentcostproblem-levyingchargestocoverthesecosts-maybe
both difficultto administerand undesirablebecausethe socialbenefitsof the
projectsveryoftenfarexceedtheprivatebenefitstotheindividualconsumer.Thisis
clearlytrue,for example,of vaccinationprogrammes,programmesof healtheduca-
tion,or sanitationprojects,wherethemainbeneficiariesarethecommunityatlarge
aswellastheparticipatingindividualsinvolvedin theprogramme.In othercases,it
maybedifficulttochargefortheservicesbecausetheyareprovidedcommunallyand
thebenefitsarenotappropriable.Thirdly,sinceamajorobjectiveofbasic-needspro-
grammesistoprovideuniversalccess-especiallytoprovideaccessfortheverypoor-
anysystemof chargesi likelytodebartheverypeopleforwhomtheprogrammes
aremostessential.Yet, despitetheseproblems,unlessomesystemof generating
financeonacontinualbasisformsanintrinsicpartof theprogramm'Cs,theyareliable
to be limitedin coverageandduration,asthecentralgovernmentbecomesover-
burdenedwiththefiscaload.
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Experienceof theindividualsectors'fmancialproblemsuggestshefollowing
conclusions:
1. In someareas,chargesto coverecurrentcostsarereasonablefromthe
pointof viewof socialandeconomicefficiency.In thesecases,whichincludeshel-
ter,water,sanitation,andsomerecurrentmedicalcosts,chargesprobablyofferthe
bestsolution.Butchargesshouldnotbelevied-orshouldbeleviedatmuch-reduced
rates-onthepoorestconsumers.Thepoorestconsumersmaybefinancedbycross-
subsidizationfromricherconsumersorfromgeneralgovernmentrevenues.
2. For programmeswhereuserchargesarenot desirableor feasibleasa
systemof fmance-muchof educationandhealth-planningfor fmanceof recurrent
costsshouldformanintrinsicpartof initiatingtheprojects.If thelocalcommunity
takeson(asit oftendoes)responsibilityfor someproportionof thecapitalcosts,it
mayalsobe ableandpreparedto undertakea similarcommitmentfor recurrent
costs. Thesamegoesfor aiddonors.It shouldnot beassumedthatthecentral
governmentautomaticallywillundertake100percentof therecurrentcostsof this
typeofproject.
3. Central-governmentfi ancingis likelyto be requiredfor subsidypro-
grammes-e.g.fornutritionandforotherservicesforpoorerconsumers.Tolimitthe
government'sfinancialresponsibilitywhileenablingthepoorerconsumerstopartake
in theprogrammesrequirescarefultargeting,soasto confmethesubsidiesto those
mostin need. Suchtargetingis verydifficultto achievefor administrativeand
politicalreasons.It maybeeasiertotargeteffectivelyforsometypesofprogrammes
thanfor others-e.g.providingsubsidieson foodsprimarilyconsumedby thevery
poor. Wherethisis so,largersubsidiesto thistypeof productmightbeusedin
preferenceto smallersubsidieson a numberof typesof product,eachrequiring
complexadministrativeprocedures.
Difficultthoughit isinmanycountriestoraisetherealresourcesandthefiscal
resourcesfor thesocialsectors,expenditureis not themainconstraint.Egypt's
educationbudgetis nowabouttenpercentof theGDP,yetaverageliteracyratesare
only44percentandprimaryschoolenrollment76percent.Maliis spendingabout
fivepercentof its GDPon healthservices-aproportionmuchlargerthanthatof
othercountrieswithsimilarincomes-butnehealthofitspeopleisbelowtheaver-
age. In Sri Lanka,on theotherhand,andthestateof Keralain India,verygood
basic-needsachievementis not theresultof particularlyhighlevelsofpublicexpen-
ditureonsocialservices.SriLanka'stotalexpenditureonsocialprogrammes,includ-
ingricesubsidies,averaged11percentof theGDPin theSixties.Keralaspendsless
onhealththanmanyotherIndianstates.
Developingcountriesas a groupalreadyspendlargesumson healthand
educationandhaveambitiousplansfor theextensionof waterandsanitation.In
manydevelopingcountries,educationalexpenditureperheadhasdoubleduringthe
last25years,agrowthratetwiceorthreetimesthatof theGDP. Educationtypi-
callyaccountsfor fourpercentof theGDPandfor 18-25percentof thebudget.
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Most developingcountrieshavepubliclyfinancedhealthcaresystemsand pro-
grammesof investmentin sanitation,watersupplyandhealtheducation.Fragmen-
taryevidencesuggestshatpublic-sectorexpenditureonhealthservicesamountsto
3-4percentof theGDP. Totalexpenditureon healthcareis 5-8 percentof the
GDP. Additionalsumsarespentonsuchhealth-relatedactivitiesasfamilyplanning,
watersupplyandsanitation.Thereappears,therefore,scopeforreformswithinthe
presenttotalsofexpenditure.
A basic-needsorientationwouldcallfor a redistributionof publicservicesto
differentbeneficiaries,a changein thenatureof theservices,andtheirefficiency,
andtheadoptionofanintegratedapproach.
Comparedwitheducationandhealth,nutritionandtheproductionof foodfor
domesticonsumptionhavebeenneglectedbymanydevelopingcountries.Paradoxi-
cally,in termsof needs,thoughnot in termsof powerstructures,it hasbeenthe
richcountrieswith foodsurpluseswhichhavetendedto taxpoorfarmers(and,
indirectly,landlesslabourers)to subsidizesomerelativelywell-offurbanconsumers.
Withsomeexceptions,littleattentionhasbeenpaidto theneedsof thosesuffering
frompersistentmalnutrition,evenincountriesthatcouldclearlyhaveaffordedit.
Therequiredredesignof thepublicservicesfromurbanto rural,frommiddle
classto deprivedgroups,fromsophisticatedto simple,withgreateremphasisonthe
needsof womenandsmallchildren,is notconstrainedby moneybutby political
inhibitions,administrativeobstaclesandinstitutionalbarriers.
SECTORAL LINKAGES AND SECTORAL PRIORITIES
Therearestronglinkagesandcomplementaritiesb tweenthesupplyofvarious
basic-needsgoodsandservices.Theefficacyof theoutputofonesector-intermsof
its impacton thelengthandqualityof life-dependslargelyontheavailabilityof
otherbasic-needsgoodsor services,andcostscanoftenbereducedbyjointsupply.
Theimpactof investmentin sanitationfacilitiesonhealthdepends,forexample,on
educationin personalhygiene;theeffectivenessof expenditureonhealthdepends
criticallyon the'natureof theoutputof otherbasic-needsgoods.Thuscurative
medicalservicesarelikelytoberatherineffectiveif peoplearechronicallymalnour-
ished,usegerm-infestedwater,havenosanitationfacilities,andfollowpoorhealth
practicesin theirlives. In somecases,actionon onefrontwithoutsimultaneous
actionon otherscanbe actuallycounterproductive.To providewaterwithout
drainagecanleadto stagnantpoolsthatattractinsectsandspread isease.A few
examplesillustratetheselinkageswithrespecttoimpactandcosts.
Malnutritionleadsto a highpredispositionto diseaseandto fatalitiesfrom
disease.In Mali,thehighdeathrateamongchildrenwhohavecontractedmeaslesi
moreaccuratelyattributabletoafatalcombinationofmalnutrition,diarrhoea,often
malariandmeasles.A studycoveringRecifeandpartsofSaoPauloStatein Brazil
showedthat50percento 70percentof allchilddeathsunderfivewerenutrition-
..
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. relatedandanevenhigherproportionforthoseunderoneyear.Thestudyalso
showeda stronginteractionbetweenmalnutritionandinfection;50 percento
70 percentof all deathsfrominfectiousandparasiticdiseaseshadnutritiondefi-
ciencyasa relatedcause.In Indonesia,specificnutritionaldiseasesareresponsible
for somemajordiseases:vitaminA deficiencyis responsiblefor eyelesionsand
blindness;iodinedeficiencyfor goiterandcretinism.Malnutritionamongwomen
leadsto fatigue(andlessattentionto householdhealthandnutritionpractices),low
birth-weightsof theirbabies,andmalnourishmentamongbreast-fedinfants.
Malnutrition,in turn,is,partlytheresultof chronicill health.A studyin the
Gambiashowedthatdiarrhoeandvomiting,togetherwithotherseriousinfections,
appearedto becommoncausesof clinicdeteriorationof nutritionstatus.Among
childrenof belowfiveyears,nutritionalstatuswasfoundto beprimarilyaproduct
of levelsof infection,andonlysecondarilyof diet.Parasitesin thestomachprevent
foodabsorptionandtheireliminationcanmakeagivenamountof foodgivemore
nourishment.
Poor sanitationandunsafewateraremajorcontributoryfactorsto many
infectiousdiseases.Butin Sri Lanka,education,by havingtaughtpeoplewhento
boilthewater,substitutesforsafewater,whichisnotwidelyprovided.
In Mali,Somalia,andGambia,weaningpracticesaffecthealthandnutrition.
Healthpractices,particularlytheprovisionof foodandliquidsduringmeaslesand
liquidsduringdiarrhoea,affecttherecoveryratesfromthesediseases.Education
affectshealththroughitsimpacton foodpreparationandpersonalhygiene.Butif
educationhasanimpactonnutritionandhealth,healthandnutritionin turnaffect
education.Thehealth,includingthenutritionalstatus,ofpeopleaffectstheirwilling-
nessandcapacityto learn.Malnutritionin infantscanaffecttheirmentalcapacity
permanently.
It is notedin a studyin Gambiathatin theabsenceof effectivepreventive
healthcare,curativehealthservicesarenearlyuseless,sincereinfectionormally
occurssoonafterthepatienthasbeenreleased.Studiesin BrazilandSri Lanka'
foundthat femaleeducationprogressivelyreducesfertility. Thesameis trueof
femaleparticipationi thelabourforce.
linkagesareimportantnot onlyin improvingimpact,but alsoin reducing
costs. It is generallyagreedthatnutrition,familyplanningandhygienearebest
taughttogether,by the samebasichealthworker. Watersupply,nutritionand
healtharecheaperif theyarecoordinatedthanif theyaresuppliedby separate
governmentagencies. But an illustrationof the valueof the concentrated
attackisDanielBenor'sagriculturalextensionservice[I]. Manyfield-levelxtension
workershadbeenmaderesponsiblenot only for allaspectsof ruraldevelopment,
includinghealth,nutrition,andfamilyplanning,butalsofor regulatorywork,pro-
curement,andthecollectionof statistics.Thismighthavebeenjustifiedongrounds
of linkagesandcostsavings.Butthisisclearlytoomuchtodoforanyone,especially
for a poorlypaidandinadequatelytrainedman. Boththeagriculturalndother
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dutieswerepoodyperfonned.Benor'sapproachistoconcentrateheworkandtime
of extensionpersonnelxclusivelyonagriculturalextensionwork,withasingleand
clearlineof command(notsplitbetweenseveraluthorities),clearspecificationand
closesupervision.Thesuccessof thismethodisanillustrationof thevalueofacon-
centratedattack.
Themanifoldlinkagesbetweensectors,withrespecttobothimpactandcosts,
haveledsomeobserversto concludethatabasic-needsapproachisessentiallymulti-
sectoraland requiresintegratedprojectscoveringa numberof seetors. But in
mostcountries(andattheinternationallevels),organizationalstructurestendtobe
. alongsectorallines. In somecases,therequiredsectoralcollaborationmaybe
achievedby establishinglinks betweendifferentprojects;in others,integrated
projectsmaybepreferable.
Theinterdependencebetweenthesectorsraisesthequestionofsectoralpriori-
ties:mustall thebasic-needsoutputsbeprovidedsimultaneously- whichwould
imposeimpossibleadministrativeandfinancialcostsin manycountries;or canwe
establisha setof sensiblesectoralprioritiesfor meetingbasicneeds?Whateverthe
resourcesituation,a rationalbasic-needsprogrammeshouldtakeintoaccounthe
interactionsbetweensectors.At thisstageweknowtoolittleabouttherelation-
shipsto cometo a definiteconclusionaboutprioritiesandlinkages.But thereis
enoughevidenceforsomesuggestions.
Thecausallinkagesdescribedaboveprovidesomepointersto priorities.For
example,education,andespeciallyfemaleeducation,appearsto bea likelypri-
orityarea:evenwithoutadditionaloutputfromothersectors,~xtrafemaleduca-
tionmayimprovenutritionandhealthpracticesandreducefertility.Butwithout
education,improvedsanitationandcleanwaterarelikelytobeineffective.Educa-
tion can(as it appearsto do in Sri Lanka)substitutefor suchimprovements.
Sri Lanka'shighlife-expectancywasachievedwhileonly20percentof thepeople
hadaccessto safewater.In contrast,inEgyptovertwo-thirdsof thepopulationhas
accesstosafewater,yetchildmortalityratesremainhigh.
Improvementsin nutritionarecriticalfor improvedhealth. But increases
in foodsupplywill not besufficiento improvenutrition.Muchdependsonthe
distributionof foodamongandwithinfamilies,in turndependingonthedistribution
of purchasingpower,therelativepricesof thevariousfoodsandspendingpatterns
amongfamilies.Aggregatefood-supplyis in excessof requirementsinCuba,Brazil,
Indonesia,andEgypt. Yet thereis veryconsiderablemalnutritioni Brazil(37per-
centof Brazilianchildrenwereestimatedto besufferingfromfirst-degreemalnutri-
tion;20percentfromsecond-degreemalnutrition);in Indonesia20 percento 30
percentof childrenwereshownto bemalnoruishedaccordingtoasurveyofheights
andweights;in Egyptchronicmalnutritionis widespreadin ruralareaswhereone-
quarterof thechildrenarestunted.In contrast,in SriLanka,withasignificantly
lowersupplyof caloriesperhead,asurveyin 1969-70showedthatonly25percent
of thepopulationearninglessthan400Rupeespermonthconsumedlessthan2,200
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caloriesperday,andonlyfivepercentlessthan1900.Child-mortalityratescorre-
spondcloselyto ratesofmalnutrition.
Whilehealthis amajorobjectiveaccordingto abasic-needsapproach,theevi-
denceheresuggestshathealthservices,asconventionallydefined,maynotbean
importantinput.Curativehealthservicesof aWesterntypearerenderedmoreorless
uselessin theabsenceof theotherconditionsforimprovinghealth.Forexample,in
avillagein Gambia,theBritishMedicalResearchCouncilprovidedspecificurative
treatmentto eachchildin need.Therewasonlyasmalldifferenceinchildmortali-
tybetweenthisvillageanda'control'untreatedvillage.
Muchdependsonthe.contentaswellastheareaofparticularbasic-needssec-
tors'output.Forexample,thecontentandmethod(learningbyroteorlearningto
think)of educationis clearlyimportantin determiningitseffects.Theheaithsector
maybelargelyconfmedto curativemedicineor it maybeextendedto includea
gooddealofhealtheducationandnutrition.
Severalcountry-studiesprovidesomeinsightsintosectorallinkagesandpriori-
tiesandthecausalprocessesatwork. Butit isdifficulttoknowwhethertheresults
canbegeneralizedfromonecountryto others.Takit)gdatafromalargenumberof
countriesanattempthasbeenmadetoseewhetherthereareanysystematicrelation-
ships,acrosscountries,betweenachievementsonbasicneeds-definedin tennsoflife
expectancy-andperformanceon variousbasic-needsinputindicators[3].2 The
'inputs'examinedinclude,in additionto incomeperhead,primary-schoolenroll-
ment,theratioof femaleto totalenrollment,accesstocleanwater,availabilityof
doctorsandnurses,levelof nutrition,publicconsumptionasa proportionof the
GrossDomesticProduct,thedegreeof urbanization,andtheincomeshareof the
lowest40percentofpopulation.
Thedatawereanalyzedin avarietyof ways-whichin somecasesledtocon-
flictingconclusions.Butsomeconclusionswerefairlyfirmlyestablished:
(i) Of thebasicinputsfor meetingbasicneeds,primaryeducationconsistent-
ly appearstobethemostimportantaccordingtoall of themeasuresde-
visedto testrelativeimportance;
. (ii) Nutritionandhealth-cares emto beof significance,butlesssothanedu-
cation,whilewatersupplyisoflow priority;
(iii) Thedistributionof income(measuredby theshareof thebottom40per-
cent)appearsto beanimportantadditionalfactorinfluencingbasicneeds,
asistheratioof femaleto totalprimary-schoolenrollment;and
(iv) Thesizeof thepublicsectorandthelevelofurbanizationdonotseemto
berelatedtobasic-needsfulf1llment.
Naturally,all of theseconclusionsneedappropriatequalifications- theyare
basedoninexactandperhapsinadequatemeasuresofbasic-needsinputsandoutputs,
andit isdifficulttoseparatecausefromeffect.However,onehastobeimpressedby
20thereconometricworksupportsthesefindings.
I
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theconsistentpowerof education(literacy)in explainingvariationsinlifeexpectan-
cy.Broadly,theprioritiesuggestedby analysisof thecountryexperienceareborne
out by thecross-countrystatisticalexercise.But countryexamplesindicatethat
basicneedscanbemetin a varietyof ways-thereareno ironlawsthatmustbe
followed.Lookingatdeviationsfromwhatwouldbeexpectedatdifferentincome
levels,wefindthatTanzaniadoesextremelywellforacountryofitsincomelevelin
termsof literacyandwatersupply,butdoesnotraukhighin termsoflifeexpectan-
cy. In fact,its actualife expectancyof 45is aboutthatexpectedforitsincome
level(46),androughlysimilarto suchcountriesasZambia ndIvoryCoast,which
havemuchlowerliteracyrates. Tanzaniaillustratesthe pointthatdespitethe
generallyhighassociationbetweeneducationandlifeexpectancy,notallcountries
thathavedonewellineducation(asmeasuredbyliteracy)havenecessarilydonewell
on life expectancy.Onepossiblexplanation,however,is thatTanzania's.gains
educationhavecomerecently,andtheremaybealagwithrespectto theirimpacton
lifeexpectancy.
Anotherinterestingcaseis Egypt,whichcomesnearoratthetopof thelistof
thosecountriesdoingaboveaveragein watersupply,caloricsupply,andhealthcare.
Its life expectancyof 53,however,is onlyslightlyaboveitsexpectedvalueof 49.
Thedisappointingperformanceon basicneedsmight,in part,beexplainedby the
lackof substantialprogressin education;literacyinEgyptisestimatedtobe40per-
cent,onlyslightlyabovetheexpectedlevelof 39. Egyptappearsto beacasethat
confirmstheimportanceofeducationi meetingbasicneeds.
An importantaspectis theroleof womenin meetingbasicneeds.Strategies
thatimprovetheeducation,income,andaccessto basicneedsof womenmaybe
moreproductivethanotherapproaches,becauseof theroleof womenin child-
care,foodpreparation,andeducationin thehome.Water-supplyprojectsprovide
safewater,but impropersanitationin thehouseholdcanquicklyleadto a lossof
potentialhealthbenefits.Thegrea!erbenefitof watersupplyprojectsmay,in fact,
bein theirimpactin reducingtheworkloadofwomenwhosometimesspendasmuch
ashalfof theirtimein haulingwater,afactrarelytakenintoaccountin theshadow
pricingof labourin cost-benefitanalysis.Almostallcountrieswhichhavedonewell
in basicneedshavealsodonewellin makingprimaryeducationavailabletowomen
(or at leastreducingthebiasfavouringboys).Thereverse,however,is notneces-
sarilytrue. Thissuggestshatfemaleducationis necessarybutnotsufficientfor
makingprogressin meetingbasicneeds.Studiesindicate,furthermore,thatimprov-
ingtheemploymentandproductivityof womencanhaveanimportantimpacton
meetingbasicneeds,sinceit appearsthatwomenspenda largershareof theirin-
comesonbasicneeds(foods,healthcare)thanmen.
Themostdifficultgroupto reacharethepoorest20percent,theunemploy-
ables,theold,thedisabled,theinfirm,andthesick.Notonlyaretheirincomesvery
low but theyalsolackaccessto publicservices.Provisionsintendedfor themare
oftendivertedto benefitlessneedygroups.Of course,theyconstituteaproblem
r
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alsofor muchmoreadvancedcountriesandperhapsonlytheScandinaviancountries
havesucceededinmeetingtheirbasicneeds.
Thegeneralconclusionof thisdiscussionis thatif wearewillingto learnthe
lessonsfroma greatvarietyof experiencesdrawnfromcountriesandsectoral
programmes,andif thereis astrongcommitmenttothenecessarypolitics,theelim-
inationof theworstaspectsof povertyby theyear2000andthefulfilmentof
basichumanneedsis, in spiteof whattheconventionaleconomicapproachsays,
withintherangeof thepossible.
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